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Abstract: Penile gangrene is an infrequently encountered clinical entity in medical practice. Penile gangrene 

complicating advanced caecal carcinoma is even a rarer disease in this part of the world. We present a case of 

a 54 year old that had resection of large bowel following carcinoma of the caecum. He presented 6 months later 

with priapism and gangrene of the gland penis. He had suprapubic cystostomy to relieve the urinary symptoms. 

 Blood was transfused. He had antibiotics and analgesics administered. However, before the penectomy could 

be performed, he discharged himself again against medical advice. 
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I. Introduction. 
Priapism is defined as a prolonged erection of the penis lasting over 6 hours in the absence of sexual 

stimulation(6 ). It is a potentially painful condition (1) in which the erect penis or clitoris does not return to its 

flaccid state, despite the absence of both physical and psychological stimulation. It is a medical emergency and 

for function to return, early treatment is needed.(7,8)   

There are two principal types –idiopathic and secondary.  (1, 7) The principal cause of secondary 

priapism are the use or abuse of  toxic or pharmacological substances,(9) hematological disorders eg SCD(10), 

metastatic  lesion of the penis by tumour of other origin, pelvic thrombophlibitis, certain neurological disorders 

and metabolic problems.(11) 

Treatment is controversial and often challenging. For function to return, treatment must be quick. Penile 

gangrene due to priapism is a rare clinical entity.   

 

II. Case presentation. 
E.O is a 54 year old man who was first seen 7 months prior to presentation with right sided abdominal pains 

and swelling. He admitted to a history of weight loss, malaise and loss of appetite. He denied a history of change 

in bowel habit or passage of blood per rectum. Examination done revealed a right sided abdominal mass, mobile 

and tender to touch.  

Abdominal ultrasound done revealed a colonic tumour. He had a right hemi-colectomy and ileo-colic 

anastomosis done.  Postoperatively, he did well and was discharged home for a follow up after a course of 

chemotherapy. He defaulted. 6 months later, he reported at the hospital-NDUTH, with a two day history of 

painful erection of the penis. Examination revealed that the penis was erect and painful. He had an emergency 

shunt procedure(carvenous-saphenous) which resulted in almost complete detumescence. The biochemical and 

heamatological tests done were within normal limit. He was to have another dose of chemotherapy but 

discharged self against medical advice when his condition improved. 

He reappeared a months later with a two weeks history of painful, persistent erection of the penis, sloughing 

of the glans penis and inability to pass urine. It was spontaneous in onset, with no known predisposing or 

precipitating factor. He was not a known sickle cell disease patient and had no trauma to the spine. He 

occasionally takes some blood capsules prescribed by a chemist and piroxican for pain. 

Hemoglobin  done was 7gm, Pack cell volume 20%. Electrolytes, urea and Creatinine done was essentially 

normal. Abdominal scan was requested for but could not be done. The liver function test (LTF), and platelet 

count were also requested for but were not done due to financial constraints. He was to have a course of adjunct 

chemotherapy(Cyclophosphomide, 5-flourouracil, Adramycin) and  penectomy was offered. He had suprapubic 

cystostomy to relieve the urinary symptoms. 

 Blood was transfused. He had antibiotics and analgesics administered. However, before the procedure could be 

performed, he discharged himself again against medical advice. 

 

III. Discussion 
Malignant priapism is a term first used by Peacock in 1938 to describe, non-sexual erections caused by 

invasion of malignant cells into the cavernosal sinuses and their associated venous systems.(12) Priapism of 

metastatic origin is a very rare disease entity in medical practice. It represents 3-8% of all cases of priapism.  
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Obstruction to penile venous flow or tumour cell infiltration of the corpora carvenosa may be responsible. 

(13,14). 

From the available literature, penile gangrene complicating priapism is even a rarer disease condition.(1) Penile 

gangrene from priapism has been associated with diabetic mellitus,(15) chronic renal failure in patient on 

dialysis, self inflicted penile gangrene,etc, but rare with metastatic colonic tumours. Despite the rich blood 

supply to the penis, malignant metastasis to the penis are a rare(16) and even rarer cause of priapism.(13) 

Primary pelvic tumour  from bladder and prostate are usually the commonest sites for secondaries to the 

penis(16). Priapism may be the initial mode of presentation in as much as 40-50% of malignant penile 

metastasis,(17) but not with gangrene as was demonstrated in this case. 

In the case reported, the patient has had a colonic tumour resected, and had only a course of 

chemotherapy and could not carry out all the required investigations done.( due to financial constraints). He 

however had a shunt procedure done at initial presentation which gave him temporal relieve for a few weeks. 

Para-neoplastic syndrome occurs in about 11% of patient with malignant disease.(18) The onset of 

priapism and the gangrene of the glans penis indicates a para-neoplastic syndrome or metastatic penile disease. 

This could not be proven in this case as a result of the absence of a full clinical imaging, chemical and 

hematological evaluating investigative tools. 

The management of priapism  of neoplastic origin is controversial.(9,13,) The treatment modalities 

depends on patients clinical condition and the prognosis and are almost always palliative.(1,19), The treatment 

options available are chemotherapy, radiotherapy, cavernosum/spongiosum short-circuit, urinary diversion 

through cystostomy, and partial or total phallectomy.(20)  This is because, the patients do not usually respond to 

conservative measures (sympathomimetic drugs) or to shunt procedures used in cases of priapism secondary to 

other causes.  Our patient had a shunt procedure done, but his condition reoccurred after a few weeks. This is in 

agreement with other reports. 

In general, priapism secondary to neoplastic infiltrative disease is indicative of a poor prognosis.(1,21) 

It has a low survival rate of one year after appearance of the condition.(22) Partial or total penectomy, 

chemotherapy, radiotherapy are all treatment options. Conservative and supportive measures are all useful 

treatment modalities due to the advanced nature of the metastatic penile priapism. 

Most patient with penile metastasis have widely disseminated disease, and over 80% of the patient will 

die within 6 months ,irrespective of the primary tumour and the treatment method  making palliative 

noninvasive treatment advisable.(14) Our patient had in addition to priapism, penile gangrene and urinary 

retention. The only available option was penectomy and suprapubic cystostomy. 

The treatment options for penile metastatic diseases are always palliative but with the addition of gangrene and 

urinary retention, penectomy and suprapubic cystostomy are the only available option.(12,13,14) 

We offered the patient penectomy based on his clinical condition but he refused. To relieve pains due to urinary 

obstruction, he had a suprapubic cystostomy which yielded clear urine.  

That our patient discharged himself to a spiritual home against  medical advice despite adequate 

counseling, which is a recurrent feature in our society. Ignorance and the poor belief pattern by Africans about 

the etio-pathology of disease in general and belief in miracles and quick cure of all diseases by traditional 

herbalist and spiritualist. 

 

IV. Conclusion 
Priapism leading to penile gangrene has been described as a hallmark of severe systemic vascular 

disease. The present case report does not fit into one of the common cause of penile gangrene. We report a case 

of painful and gangrenous priapism secondary to penile metastasis of a caecal carcinoma. Penectomy was 

offered but patient refused further treatment and discharged himself against medical advice. 
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